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The principal objective of this study was to ascertain if there was a significant
relationship between the attitudes of health care professionals regarding AIDS and
their knowledge of AIDS/treatment of AIDS patients. To attain this objective,
information was obtained on health care professionals' backgrounds, their AIDS-
related practice experience, their attitudes regarding homosexuals and IV drug
abusers, their degree of discomfort felt in treating AIDS patients, their knowledge of
the symptoms, treatment, risk factors and testing of AIDS and AIDS patients.
A cross-sectional survey research design was used in this study. A self-
administered questionnaire was disseminated to physicians, medical residents,
registered nurses and licensed practical nurses (with 72 responding) at Southwest
Hospital and Medical Center - a small community-based, non-profit, minority
hospital located in Atlanta, Georgia - utilizing the convenient sampling technique.
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The findings indicated that those health care professionals with favorable
attitudes regarding AIDS, also possessed the most knowledge about AIDS as it
affects their treatment of AIDS patients; thus, realizing a significant relationship
between the two variables and rejecting the null hypothesis.
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Acquired Immune Deficiency Syndrome (AIDS) is a deadly, new, sexually
transmitted disease now spreading rapidly in much of the world. Presently, there is
no cure; and the lack of a cure has many implications for those persons at risk,
health care professionals and society at large.
Although the first case of AIDS was diagnosed only eight years ago, currently
there are over 37,000 reported cases on file in the United States and thousands
more in other sections of the world. The Centers for Disease Control estimates that
1.5 million Americans carry the virus but display no symptoms. It is also estimated
that by 1991, the yearly fatality count will rise to 100,000. By that year, 270,000
Americans will come down with AIDS and 179,000 will have died of the disease
(Sternberg, 1988).
AIDS impacts all who come into contact with it. Whether one is the
diagnosed person, family member, friend or helping professional, one cannot help
but be touched by its vddespread implications. Both the patient and love-ones have
needs for psychological care. Issues range from stress of providing support to a
diagnosed lover/friend, to confusion surrounding knowledge or lack of knowledge
regarding AIDS and its treatments to bereavement and terminal issues.
Thoughts of a person with AIDS reflect a sense of injustice because of the
untimeliness or undeserved nature of the illness:
For the first time in my life, October 1981, I found myself bedridden with a cold
that wouldn’t go away, viral bronchitis, fever, diarrhea, loss of appetite, and
extreme fatigue. These problems persisted for several months and were coupled
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with the discovery of swollen lymph nodes, which really began to alarm me. Then I
developed chronic ear infections, shingles on the backs of both legs, and a
persistent sore throat. The diarrhea continued and nausea became a fact of
everyday life; eating became increasingly difficult -1 began to lose weight.
I was frightened and depressed by the fact that the illnesses were multiple,
and that no sooner would one go away than something else would appear. I then
began to experience with increasing frequency the most alarming and intimidating
of all these maladies - night sweats. Sometimes I would wake up crying because I
was so cold and frightened. No amount of preparation before bed could relieve the
anxiety and fear of what was to come. I dreaded what I knew I needed most -
sleep; I didn’t want to close my eyes.
The initial diagnostic process was probably as confusing and frustrating to the
doctors as it was to me. Blood tests and biopsies were always negative and
inconclusive; the doctors could only tell me what I didn’t have. "Well, it looks like
Hodgkin’s Disease, but it isn’t - and it looks like leukemia, but it isn’t" etc.
They ruled out the likely and even the unlikely possibilities. I still didn’t
know. Nothing. I had no idea if it was contagious, if it was curable, if anyone else
had it or had ever had it. I was alone, frightened and confused. I desperately
needed help in coping with the emotional turmoil of facing this unknown. (Morin
and Batchelor, 1984)
Mental health considerations should be a part of all assessment and treatment
procedures used for people with AIDS. Psychological support at the point of
diagnosis, for instance, can help prevent natural fear and anger from being
transformed into self-destructive expressions. Involvement during continuing
medical treatment can help develop greater understanding of the emotional needs
of both patient and health care professional. Involvement during the stages close to
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death can bring a depth of caring that supercedes the depression and fear at hand
(Morin, Malyon, Epstein, Pinka, Charles and Batchelor, 1984).
The psychological needs of the person with AIDS are similar to those of the
cancer patient. Almost always, the human response to a life-threatening illness is
profound stress and despair. The primary aim of psychotherapeutic intervention,
therefore, is most often that of enhancing coping abilities and providing emotional
support. Counsel with a health care provider assists in coping with the many needs
of the crisis. Providing emotional support lies with the family and friends of the
persons with AIDS (Morin et al., 1984).
The attitude of mental health professionals as well as medical health care
professionals toward homosexuality is important. Too frequently, psychotherapy
has been characterized by a heterosexual bias, i.e. a belief that heterosexual
orientation is better or more natural than a homosexual orientation. This
heterosexual bias is reflected in diagnostic assessments, treatment goals, and even
the language used in psychotherapy. The fact that a significant percentage of gay
men do not feel emotionally supported by their families and may be isolated from
other gay men and women makes it imperative that health care professionals look
for, identify, and respond to the special psychological needs. It is important to
support the individual’s gay identity, not deny it (Morin et al., 1984).
Learning for the first time that a friend or family member is gay can cause
additional stress, making it difficult to cope with an already trying and often
complicating bereavement. For some, diagnosis of AIDS is an automatic identifier
as homosexual. Families that do not accept the homosexual orientation of an
individual may find it particularly difficult to be supportive during the duration of
the AIDS experience. Furthermore, the social stigma associated with the diagnosis
involves a presumption and sometimes judgement about an individual’s lifestyle,
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and there may be a fear -- on the part of those diagnosed or family -- of being found
out by the general community. Certainly, these complexities are not experienced by
all (Morin et al., 1984).
Therapists likewise need to be understanding and empathic of the individual’s
awareness and reactions. It can be a very frustrating experience for a clinician to
see a client engaged in life-threatening activities. As one professional said, "It’s very
difficult to be understanding of people engaged in such gross denial. What I really
want to do is rant and rave and lecture." As difficult as it is to be empathic in these
situations, it is imperative to do so, as moving too quickly with clients who are not
ready to face the realities of AIDS can alienate them, thereby losing the opportunity
to intervene later (Morin et al., 1984).
The critical psychotherapeutic issues in helping persons with AIDS is reducing
anxiety and its attendant physical stresses. It has recently been hypothesized that
psychological distress may contribute to immune suppression (Coates, Temoshok
and Mandel, 1984). Biofeedback, relaxation training, h5q)nosis, and many other
techniques have been shown to lower levels of stress. Therefore, it may be that
stress reduction techniques might contribute to a reversal of immune suppression in
some people (Morin et al., 1984).
In addition to the stress imposed on victims by the AIDS disease, the
increasing number of patients afflicted with AIDS threatens to strain the financial
and physical resources of the nation’s health care system, experts say. Physicians
and hospitals who have been caught up in the reimbursement warfare mandated by
regulations imposed by Medicare, Medicaid and other third-party payers, not to
mention the indigent case-load, are now faced with the population of AIDS
patients; many with no insurance and promises of extensive hospitalizations. AIDS
case-loads will swell, and many hospitals, especially non-profit and public
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institutions, risk losing large amounts of money on care for AIDS patients unless
major changes are made in public aid, government assistance to hospitals and
insurance coverage (McLaughlin, 1986).
Community hospitals must also prepare for an increasing number of patients
suffering from AIDS. Community hospitals cannot provide as comprehensive
services to AIDS patients, as those of larger public facilities. However, AIDS victims
appear to receive better care in community-based settings (Greene, 1987).
The disease also will test the perseverance and courage of many health care
workers and physicians. According to Michael Lange, M.D., an infectious disease
specialist at 1,315-bed St, Luke’s-Roosevelt Hospital Center, New York, whose
hospital treats about 55 AIDS victims per day, "I don’t think the medical profession
has woken up to what a disaster this disease represents. The situation in New York
is not good. Those of us who care for these patients are stretched beyond limits."
(McLaughlin, 1986)
AIDS researchers said that hospitals should prepare for an onslaught of AIDS
cases during the next five years. AIDS patients probably will occupy more than 1%
of all hospital beds by 1991, according to a study prepared for a National Academy
of Sciences (NAS)comnuttee, In addition, AIDS care will represent more than 3%
of total hospital costs. The number of hospital bed days used by AIDS patients in
1991 will exceed those devoted to limg cancer and automobile accidents in 1980,
the NAS report said. The burden of treating AIDS patients will be especially great
in urban areas with many homosexuals and intravenous drug users, the groups with
the highest risk of contracting the disease. Public and charity hospitals will treat
the most AIDS patients because many people who have the disease will not be able
to afford care anywhere else (McLaughlin, 1986).
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These stressors, financial constraints and the responsibility placed on the
health care industry are but a few of the factors which may prove to play an
important role in health care professional’s treatment of AIDS patients. Previous
studies have indicated that some health care providers hold prejudicial attitudes,
lack counseling skills, and are uninformed about proper diagnostic approaches to
AIDS and appropriate patient-management procedures, which obviously has a
severe affect on the treatment of the AIDS patient (Darrow, 1987). It is imperative
that physicians and other health care professionals readjust their attitudes. The
health care industry is increasingly becoming the leader in the quest for education
and the front runner in research. In addition, they set the precedent by which much
of the public follows and believes in as it related to AIDS.
STATEMENT OF THE PROBLEM
To a far greater extent than other illnesses, AIDS has elicited highly
prejudicial, fearful and, at times, almost hysterical responses from the public.
Beyond misconceptions concerning AIDS transmission, negative reactions toward
AIDS patients may be linked to prejudice concerning the lifestyle characteristics of
affected persons. The vast majority of AIDS patients would often be stigmatized in
a negative manner even if they were healthy, and AIDS carries the connotation of a
gay disease to many people. Thus, stigma associated with AIDS may reflect
prejudice toward, and discomfort with, the lifestyles of many of its victims (Kelly,
St. Laurence, Smith, Hood, and Hook, 1987).
As members of the general community, physicians and nurses are no doubt
susceptible to many of the same stereotypes and biases as the community at large.
Physicians’ attitudes concerning AIDS patients carry important health care
ramifications, it has been discovered that the AIDS diagnosis carries emotional
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charge and elicits judgmental, negative evaluations about the patient even by health
care providers. Attitudes of this kind indicate that many physicians and nurses
experience discomfort interacting with AIDS patients which can interfere with the
development of a positive, constructive, and open doctor/AIDS patient relationship
(Kelly et al., 1987).
PURPOSE/SIGNIFICANCE OF THE STUDY
It is the intent of this study to determine if physicians’ and nurses’ attitudes
regarding the AIDS disease affects their acquisition of knowledge about AIDS and
their treatment of AIDS patients. Two previous studies (Darrow, 1987) indicated
that there is evidence of the effect of physician’s biases on their clinical competence
in dealing with AIDS - related disorders.
At a time when in many cases, all an AIDS patient has in terms of treatment,
prognosis and even support is his/her physician/nurse, it is imperative that the
health care professional become more knowledgeable about the disease and more
sensitive to the needs of the patient. If prejudicial attitudes and biases are part of
the health care professional’s makeup, then it is highly probable that the patient’s
treatment can also be adversely affected.
As a social worker employed by the hospital where this study was conducted,
many of these negative feelings were expressed in various forms. Initially, there
was a mild hysteria towards working with AIDS patients. Eventually, sensitivity
and a desire to become better educated were exhibited by most. However, others
still expressed no desire to ever treat a person with AIDS, or to become further
educated about the disease process or its treatments. Perhaps the most common
fear was that of infection by casual contact. It was also quite evident that a strong
correlation was made between the patient’s lifestyle (i.e., homosexuality), and the
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disease itself. For example, hospital staff assumed that because a patient had AIDS,
they were gay.
In the chapters that follow, many significant issues will be discussed and the
research presented, for example in Chapter Two, Review of Literature, (the
definition, causes, transmissions, victims, symptoms, diseases, testing, preventions
and precautions, treatment, social/family factors, and statistics related to AIDS) will
be presented as background information. In addition, several relevant issues related
to AIDS are discussed (i.e., mandatory testing, AIDS and minorities, AIDS and
health care, AIDS and physicians). The theoretical framework from which the
investigation was conducted is also included in this chapter.
Chapter Three discusses the scientific methodology which guided this
research; which includes, the research design, sampling technique, data collection
procedure/instrumentation and data analysis. In Chapter Four, the statistical
results of the study are presented. Chapter Five summarizes and analyzes the
results. Also included in this chapter are the limitations of the study and suggested






Acquired Immune Deficiency Syndrome (AIDS) is characterized by a defect in
natural immunity against disease. Persons who have AIDS are vulnerable to serious
illness which would not be a threat to anyone whose immune system was
functioning normally. These illness are referred to as opportunistic infections or
diseases (AID Atlanta, 1986).
For the limited purposes of epidemiologic surveillance in the United States,
the Centers for Disease Control (CDC, 1985) defines a case of AIDS as:
An illness characterized by: (a) diagnosis, by methods considered reliable, of
one or more opportunistic diseases that are at least moderately indicative of
underlying cellular immunodeficiency, and (b) absence of all known
underlying causes of cellular immunodeficiency and of all other causes of
reduced resistance reported to be associated with at least one of those
opportunistic diseases.
This general case definition may be made more explicit by specifying: (a) the
particular disease considered at least moderately indicative of cellular
immunodeficiency, and (b) the known causes of cellular immunodeficiency, or
other causes of reduced resistance reported to be associated with particular diseases
(CDC, 1985).
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Patients with illness that, in retrospect, were manifestations of AIDS were first
described in the summer of 1981. A case definition of AIDS for national reporting
was first published in the Morbidity and Mortality Weekly Report fMMWRj in
September, 1982. Since then, the definition has undergone minor revisions in the
list of diseases used as indicators of underljdng cellular immunodeficiency. This
current case definition of AIDS has provided useful data on disease trends (CDC,
1985).
Causes of AIDS
Since the 1982 definition was published, Human T-cell Lymphotropic Virus
Type III/Lymophadenopathy-Associated Virus (HTLV-III/LAV) has been recognized
as the cause of AIDS. The clinical manifestations of HTLV-III/LAV infection may be
directly attributable to infection with this virus or the result of secondary conditions
occurring as a consequence of immune dysfunction caused by the underlying
infection with HTLV-III/LAV (CDC, 1985).
Infection with this virus does not always lead to AIDS. Preliminary results of
studies show that most infected persons remain in good health; others may develop
illness varying in severity from mile to extremely serious (AID Atlanta, 1986).
Transmission of AIDS
AIDS is spread through sexual contact, needle sharing, or less commonly,
through transfused blood or its components. The risk of infection with the virus is
increased by having multiple sexual partners, either homosexual or heterosexual,
and the sharing of needles among those using illicit drugs. The virus is present in
semen, vaginal secretions, blood and other body fluids. The occurrence of the
syndrome in hemophilia patients and persons receiving transfusions provides
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evidence for transmission through blood. It may be transmitted from infected
mother to infant before, during or shortly after birth (probably through breast
milk). One person can transmit AIDS to another, but is it not spread just by being
near, eating with, or touching a person with AIDS. It is not spread through the air,
nor through coughing and sneezing (AID Atlanta, 1986).
Victims of AIDS
AIDS cases have occurred in the following groups of people (per AIDS Weekly
Surveillance Report, GDC, May 23, 1988).
(a) Sexually active homosexual and bi-sexual men - 63%
(b) Intravenous (IV) Drug Abuser -19%
(c) Homosexual Male and IV Drug Abuser - 7%
(d) Persons with Hemophilia/Coagulation Disorder -1%
(e) Heterosexual Cases - 4%
(f) Persons who have had blood transfusions/blood products - 2%
(g) Includes patients on whom risk information is incomplete (due to death,
refusal to be interviewed or loss to follow-up), patients still under
investigation, men reported only to have had heterosexual contact with a
prostitute, and interviewed patients for whom no specific risk was identified -
3%
Symptoms of AIDS
Most individuals infected with the AIDS virus have no symptoms and feel
well. Some, however, develop the follow symptoms:
(a) Swollen glands; these are enlarged lymph nodes, with or without pain, usually
in the neck, armpit or groin.
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(b) Weight loss usually of more than 10 pounds in less than two months.
(c) Unexplained fever that persists for more than one week.
(d) Persistent cough that is not from smoking and has lasted too long to be from a
cold or the flu.
(e) Night sweats or periods of waking up drenched or sweaty.
(f) Diarrhea that persists and is not explained by other causes.
(g) Fatigue unexplained by any physical activity.
(h) Creamy white patches on the tongue or in the mouth.
(i) Pink, red or purplish bumps or splotches on the skin anywhere on the body
surface, or in the mouth, vagina or rectum (AID Atlanta, 1986).
The time between infection and the HTLV-III virus and the onset of the symptoms
(the incubation period) seems to range from about six months to five years and
longer. Not everyone exposed to the virus develops AIDS (AID Atlanta, 1986).
Diseases Associated with AIDS
Diseases at least moderately indicative of underlying Cellular
Immunodeficiencies can be divided into five etiological categories. Their
descriptions are as follows:
A. Protozoal and Helminthic Infections:
1. Cryptosporidiosis: intestinal, causing diarrhea for one month.
2. Pneumocystis carinii pneumonia.
3. Strongyloidosis: causing pneumonia, central nervous system infection,
or disseminated infection.
Toxoplasmosis: causing infection in internal organs other than liver,




1. Candidiasis: causing esophagitis.
2. Cryptococcosis: causing central nervous system, or disseminated
infection.
C. Bacterial Infections:
1. Mycobacterium avium complex: or other mycobacterial species, other
than tuberculosis or lepra, causing disseminated infection.
D. Viral Infections:
1. Cytomegalovirus: causing infection in internal organs other than liver,
spleen, or lymph nodes.
2. Herpes simplex virus: causing chronic mucocutaneous infection with
ulcers persisting more than one month, or pulmonary gastrointestinal
tract, or disseminated infection.
3. Progressive multifocal leukoencephalopathy.
E. Cancer:
1. Kaposi’s sarcoma
2. Lymphoma limited to the brain (CDC, 1985).
About 82% of the AIDS patients studies have had one or both of the two rare
diseases: Pneumocystis carinii pneumonia (PCP) and Kaposi’s sarcoma (AID
Atlanta, 1986).
Testing of AIDS
Current screening tests do not diagnose AIDS. They detect antibodies to HIV
in the blood. The presence of these antibodies usually means that a person has at
one time been infected with the virus. The tests cannot tell whether a person will
develop AIDS or other HIV-related symptoms in the future. The most widely used
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test, an enzyme-linked immunosorbent assay (ELISA), is the easiest and cheapest
test to use (Johns Hopkins University, 1986).
Another major test, the Western Blot, or immunoblot, is a difficult, lengthy
and expensive procedure. Less widely used tests include an immunofluorescence
assay (IFA), a radioimmunoprecipitation assay (RIPA), and a competitive inhibition
assay (Johns Hopkins University, 1986).
The ELISA is a very sensitive (i.e., it identifies almost all blood containing
antibodies to HIV (the positives)) test. It is not so specific, however. It sometimes
produces false positives (i.e., positive readings on blood that does not contain
antibodies to HIV). Thus, the ELISA alone is not valid for screening individuals
(Johns Hopkins University, 1986).
The Western Blot, on the other hand, is highly specific, and false positives are
rare. The Western Blot is recommended by the U.S. Public Health Service and the
World Health Organizations to confirm a positive ELISA. It can be technically
difficult, however, to interpret Western Blot tests and results may vary among
laboratories (Johns Hopkins University, 1986).
Studies now show that between six and ten percent of people who have
confirmed HTLV-III antibody go on to develop AIDS, usually within two years.
Another 20-25% develop a range of illness called AIDS Related Complex (ARC).
Approximately two-thirds of persons positive for HTLV-III have never developed
overt illness. If someone tests positive for the virus, but does not have AIDS, they
can still pass the virus on to others. If someone tests negative for the virus, they are
still not safe, especially if they are in a high risk group (see Victims section).
There are some persons who test negative and who will carry the virus in their
blood. It takes between two weeks to six months after exposure to the virus, for
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your body to produce antibodies. During this time, the person may be infectious
(AID Atlanta, 1986).
Preventions and Precautions of AIDS
Cases of AIDS related to medical use of blood or blood products are being
prevented by use of HTLV-III antibody screening tests at blood donor sites, and by
members of high risk groups voluntarily not donating blood. Heat treatment of
Factor VIII and other blood products helps prevent AIDS in patients with
hemophilia and other clotting disorders. There is no vaccine for AIDS itself.
However, individuals can reduce their risk of contacting AIDS by following existing
recommendations. Communities can help prevent AIDS by vigorous effects to
educate and inform their populations about the illness, with special emphasis on
educational activities for members of high risk groups (AID Atlanta, 1986).
The following recommendations should be taken to prevent the spread of
AIDS:
1. Do not share needles.
2. Know one’s sexual partner well and ask about his or her health.
3. Condoms should be used during intercourse.
4. Limit number of persons with whom one has sex.
5. Do not share personal hygiene equipment with others.
6. Body substances (blood, semen, urine or feces) should be prevented from
entering one’s body through the mouth, vagina, rectum or penis, or through
any cuts or sores.
7. Be aware of the symptoms of AIDS and seek medical care when they appear
(AID Atlanta, 1986).
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Of all of the precautions listed, the use of condoms are the most controversial; or
rather, the public endorsement and education of persons in reference to condoms,
especially when used with a spermicidal jelly containing nonoxynal-9, are so far the
best way to prevent AIDS. It is important to use condoms, even when utilizing
another form of contraception. This is a particularly touchy issue for some women.
Complaints included range from "turning a man off to "it seems like the woman is
accusing the partner of being bisexual and/or an addict", and "the fear of being
viewed as a slut who is spreading the disease" have been lodged. If it weren’t for
AIDS, contraception assertiveness would be little more than an interesting little
sexual-politics discussion (Clark; Gosnell, 1986).
Treatment of AIDS
No treatment has yet been successful in restoring the immune system of an
AIDS patient. Physicians have had some success in using drugs, radiation and
surgery to treat the various illness of AIDS patients. Therapeutic agents are needed
for all stages of AIDS infections, to block action of the virus once infection has
occurred, and to restore full function in patients whose immune systems have been
damaged. Eventually, a combination of therapies to combat the virus and restore
the immune system may be the most effective treatment (AID Atlanta, 1986).
Pneumocystis carinii pneumonia, for example, can be treated with antibiotics.
Interferon, a virus-fighting protein produced naturally by the body, has been used
with some success against Kaposi’s Sarcoma. Natural and recombinant interleukin
preparations are being used in an attempt to repair the immunologic deficiencies in
AIDS patients (AID Atlanta, 1986).
The U. S. Food and Drug Administration (FDA) has approved the first
therapeutic drug for the treatment of the AIDS virus, azidothymidine (AZT),
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manufactured by Burroughs Wellcome. AZT, which has already been given to more
than 3,000 AIDS patients, is a source of optimism to AIDS researchers. "The drug
has taught us that it is significant inroads against the virus," says Dr. Samuel
Broder, who oversees the development of anti-AIDS drugs at the National Cancer
Institute in Bethesda, Maryland, "even in patients who are quite advanced." AZT
not only prolongs survival, he explains, but produces "clinical improvements;
weight gains, increased energy, neurological improvements." It can reverse one of
the most disturbing symptoms of advanced AIDS; dementia and loss of mental
function (Wallis, 1987).
Unfortunately, AZT is not a cure and has a number of serious drawbacks,
including toxicity, severe bone-marrow damage and anemia. Approximately one-
half of the patients on AZT will require weekly or bimonthly blood transfusions
(Wallis, 1986).
Social/Familv Factors Associated with AIDS
Persons with AIDS usually experience overwhelming changes when they are
told they have AIDS, Often their lives change radically. Health, social life and
expectations for the future are changed. Some persons lose their jobs, their
independence and their homes. They must adjust to reduced personal finances, and
to tiring treatment programs. Notwithstanding what is happening to their bodies
now, and not knowing what will occur next, may cause severe emotional strain.
They must also be faced with feelings of isolation from friends, loss of independence
and fear of dying. Parents, siblings and other relatives, lovers and friends become





Table 1. Number and percentage of AIDS cases by state of residence (Top
New York 16.163 (25.8%)
California 13.502 (21.5%)
Florida 4.457 (7,1%)
Texas 4.121 ( 6.6%)
New .Jersey 4,118 ( 6.6%)
Illinois 1,746 ( 2.8%)
Pennsylvania 1,647 ( 2.6%)
Georgia 1,328 (2.1%)
Massachusetts 1.302 (2.1%)
District of Columbia 1,189 ( 1.9%)
‘Statistics from the Centers for Disease Control. 1988.
B. The number of reported cases of AIDS from January, 1981 through May,
1988 was 62,740; the number of known death for the same period was
35,188 (or 56% case-fatality rate) (CDC, 1988).
C. Table 2. Age at diagnosis by Racial/Ethnic Group*:
WHITE BLACK OTHER/
AGF. GROUP NOT HISPANIC NOT HISPANIC HISPANIC UNKNOWN TOTAL
Cumulative Cumulative Cumulative Cumulative
Number f%l Number (%1 Number f%1 Number (%1 Number f%)
Under 5 159 (0) 469 (3) 197 (2) 8 (1) 833 ( 1)
5-12 75 (0) 55 (0) 25 (0) 2 (0) 157 (0)
13 - 19 125 (0) 89 (1) 46 (1) 5 (1) 265 (0)
20-29 6984 (10) 3787 (23) 2102 (23) 104 (18) 1297 (21)
30-39 16722 (45) 7851 (48) 4250 (47) 254 (43) 29077 (46)
40-49 8309 (23) 2820 (17) 1754 (19) 142 (24) 13025 (21)
Over 49 4449 -021 1211IZ 676 f81 70 (121 6406 (101
Total (%] 36823 [59J 16282 {261 9050 114) 585 (1) 627401100)
‘Statistics from the Centers for Disease Control, 1988.D.Percentages of transmission categories were given in Victims section of this
thesis.
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E. Of the 990 children diagnosed with AIDS, 77% or 762 were the offspring of
mothers who had AIDS (GDC, 1988).
F. The GDC estimates that 15 million Americans carry the virus but display no
symptoms. That figure is perhaps on the low side. Also likely to be on the
low side is the GDG’s estimate that by 1991, the yearly fatality count will rise
to 100,000. By that year, 270,000 Americans will have come down with
AIDS, and 179,000 will have died of it. That is more than in the Vietnam and
Korean wars together. Four thousand of the dead will be babies who were
exposed to the virus in the womb (Sternberg, 1987).
G. Gases of AIDS have been reported in 85 countries, though the World Health
Organization (WHO) suspects that the disease has actually struck as many as
100 nations. WHO officials estimate that between 5 million and 10 million
people around the world now carry the AIDS virus, and that as many as 100
million will become infected during the next 10 years (Wallis, 1987).
H. Georgia Statistics:
Although there was an 87% increase in the total number of cases reported in
1987 (1,121) over 1986 (601), the mortality rate remained at 56%. In 1987,
250 (22%) of all cases were between 20-29 years old, 542 (48%) between
30-39 years, and 218 (20%) between 40-49 years old, with 89 (8%) over age
49. At the end of 1987, 740 (67%) of reported AIDS cases were white, 344
(31%) were black, and 2% were Hispanic. There has been a slight decline in
the percentage of reported AIDS cases in homosexual/bisexual males. As of
December 31, 1987, the percentage of cases reported had decreased from 440
(74%) in 1986, to 797 (72%). There has been a marked increase in the
number of pediatric AIDS cases attributed to parent with/at risk for AIDS.
The number of pediatric cases increased from 9 in 1986, to 16 by the end of
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1987. The percentage of the total number of cases remained at 1%. In 1986,
there were 5 (56%) cases attributed to a parent with/at risk for AIDS. By the
end of 1987, the number attributed to a parent with/at risk for AIDS had
increased to 11 (69%) cases. Nationally, females comprise 8% of all cases;
whereas in Georgia, females comprise only 6% (68 cases) (Georgia
Department of Human Resources, 1988).















First cases of AIDS probably occur in U.S., Haiti and Africa.
Aggressive Kaposi’s Sarcoma and rare infections first seen in Africans in
Europe.
Kaposi’s Sarcoma and rare infections first reported in U.S. homosexual
men; link with sexual transmission suspected.
U.S. CDC establishes AIDS case definition; formal surveillance starts in
U.S. and Europe.
First education efforts started in U.S. by local homosexual groups.
AIDS linked to blood transfusions, IV drug use, congenital infection.
2500 cases reported in the U.S.
HIV identified in France and U.S.
First studies indicate AIDS common among heterosexuals in Africa.
Research shows that HIV infects T-helper lymphocytes.
ELISA blood test developed to detect antibodies to HIV. U.S. begins
screening donated blood.
HIV isolated in brain cells and cerebrospinal fluid.
First controlled clinical trials of anti-HIV drugs begin in U.S.
Almost 29,000 cases reported by 71 countries.
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1986 Estimated 5-10 million were infected with HIV worldwide.
1986 World Health Assembly recommends global strategy for AIDS control.
1986 Several governments start national communication programs.
‘Johns Hopkins University, 1986.
RELEVANT ISSUES IN AIDS
Mandatory Testing
More than 9 million people, nearly 4% of the population in the United States,
have been tested for the AIDS virus. The tests have turned up only 7,000 of the 1
million Americans believed to carry the disease. Officials at the national GDC
would like to screen 40 million more people a year to stop the virus from spreading
undetected through the population. This is extremely important as, according to
Red Cross Data, the virus is increasingly spreading through the heterosexual
population (Sternberg, 1987).
Proposals for testing being considered by the GDC range from mandatory
screening of all marriage license applicants and hospital patients to the anonymous,
voluntary testing of people at special centers located near existing clinics for drug
abuse and sexually transmitted diseases. Dr. James Curran, Chief of the CDC’s AIDS
branch, said that wider testing is critical because America is beset by a hidden
epidemic of AIDS infections that is at best 50 times larger than the 31,000
cumulative cases of the disease now recorded by the agency (Sternberg, 1987).
Mandatory testing also has many opponents. According to some of the 700
doctors, lawyers and health authorities who attended a hearing sponsored by CDC,
mandatory screening of the 40 million people who enter hospitals each year would
cost about $134 million and at least half the time would be wasted, because the
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average hospital patient is 20 years older than the average AID patient. In addition,
the test would be wrong 30% of the time (Sternberg, 1987).
Linda Brooks of the American Hospital Association said counseling persons
who have taken AIDS tests would be more expensive and time-consuming than the
test itself. "False positive tests would lead to an agonizing wait for confiiTnation
from a second or third test," she said (Sternberg, 1987).
Nan Hunter, an attorney for the American Civil Liberties Union in New York,
said that positive test results could lead to loss of job or worse. With more testing,
she said, will come a tide of AIDS discrimination complaints equal to the rising case
toll. Representatives of the gay community say prevention is the key to curbing the
spread of AIDS, and they say the controversy surrounding testing unnecessarily
diverts public attention (Sternberg, 1987).
Panelists at the CDC hearing, did agree that the success of any testing
program hinges on firm guarantees of confidentiality. One sticking point was
whether testing should be anonymous as well as confidential. Civil libertarians say
anonymous testing is the surest way to convince people that test results will not be
disclosed (Sternberg, 1987).
Aids and Minorities
Because AIDS has created a society in which the natural act of sex is
transformed into a game of Russian roulette, the more sex partners one has, the
greater the chances of one contacting the disease. Black professionals emphasize
that the Black community must become more informed about AIDS, how it is
spread, and start practicing life-saving preventive measures.
"A lot of Black people still think this is a White, gay male disease," says Dr.
William A. Alexander, an infectious disease specialist with the Morehouse School of
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Medicine. "We cannot put our heads in the sand, so to speak, because of the illicit
drug use and higher percentage of Black bisexuals in our community. These things
have a lot of implications for the Black community...education is the key for the
Black community." (Bakerman, Lumb, Jackson, and Smith, 1986)
Educational appeals aimed at the gay community have a good change of
reaching a large proportion of the whites who are at risk for AIDS. Such appeals
will reach far fewer blacks at risk. One of the greatest problems in the Black
community, other than ignorance about the disease, is the large number of Black
men who engage in sex acts with other men, but who don’t consider themselves
homosexuals," says Los Angeles AIDS expert. Dr. William C. Jordan (Bakerman et
al., 1986).
Among those who have contracted the disease, 32% of the Blacks and 78% of
the whites were homosexual, 13% of the Blacks and 11% of the whites were
bisexual, and 43% of the Blacks and 14% of the whites were users of intravenous
needles. In addition, 50% of the Blacks who have contracted AIDS are
heterosexual, that 52% of the women and 60% of the children with AIDS are Blacks
(Bakerman et al., 1986). What is even more startling, is that while Blacks make up
only 12% of the population of the United States, 25% of all persons with AIDS are
Black. If current trends continue, by 1991, 67,000 blacks could have full-blown
AIDS (National Coalition of Black Lesbians and Gays, 1987).
Some Black doctors are concerned that if the Black community does not take
an active role in halting the spread of the disease, in a few years Blacks will be the
major social group carrying the disease. In addition to killing off a significant
portion of our population, the disease will provide yet another excuse to
discriminate against Blacks in housing, employment, health care and social services.
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Already, AIDS victims overall experience housing, employment and insurance
discrimination (Bakerman et al., 1986).
It is important for Blacks to more closely examine this disease and its
implications for the Black race, as it could profoundly affect its survival.
AIDS and Health Care
Health care professionals familiar with AIDS advise hospitals to be prepared
to admit persons with the disease (Wallace, 1985). According to representatives of
the American Hospital Association (AHA), "Hospitals will want to formulate policies
and procedures governing such issues as requirements of a physician order for
testing, who is going to pay for testing and who will handle follow-up patient
visits." (McLaughlin, 1987)
Hospitals also must weigh the pros and cons of separating AIDS patients in
specialized units where staff are trained to treat the disease. The unit allows the
hospital and staff to centralize resources and to develop expertise on AIDS. But not
all hospitals have the space to open a special unit or their health care professionals
do not believe it is appropriate to isolate the AIDS patient (Wallace, 1985). Some
physicians contend that by segregating AIDS patient, hospitals are neglecting their
emotional needs (McLaughlin, 1986).
Community hospitals must also prepare for an increasing number of patients
suffering from AIDS. "Public hospitals will be deluged by thousands of new AIDS
cases in the next five years and must share the burden with community facilities,"
said William Johnson, chief executive officer at the University of New Mexico
Hospital, Albuquerque. Mr. Johnson continued, "It is not in the best interest of
patients to be colonized like lepers at public hospitals." White community hospitals
can’t provide services as comprehensive as those of large public facilities, they can
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coordinate efforts among psychiatrists, social workers, nutritionists, and other
specialists to care for AIDS patients (Greene, 1987). However, because AIDS
victims appear to receive better care in community-based settings, it is suggested
that hospitals provide a program of care for AIDS patients that includes outpatient
and community based providers (Greene, 1986).
Experts agree the hospital must provide psychosocial counseling for both
patients and employees. "Treating an AIDS patient can be very devastating
psychologically for the health professional," said M. Mac Goldberg, chief executive
officer of Sherman Oaks Community Hospital, that recently opened an 11 bed AIDS
unit (Greene, 1986).
In addition to counseling, employee education is one of the first steps a
hospital should take in preparing to treat AIDS patients. According to Arthur
Sponseller, vice president of human resources at the Hospital Council of Southern
California, Los Angeles, "If you educate employees about AIDS before they read on
a patient’s chart that the person has AIDS, you will head off the emotional reaction
that is almost inevitable." (Greene, 1986).
Many health workers are poorly informed and very anxious about AIDS. A
1985 U.S. study found that more than half of 1,200 health workers in an urban
hospital wrongly thought that the virus could be transmitted by casual, nonsexual
contact; 20% wrongly thought it could be transmitted by a sneeze. Some 25%
sometimes avoided public places for fear of contracting AIDS. An equal percentage
admitted extreme anxiety about working with AIDS patients. Health workers in
other U.S. hospitals and in Africa also reported to be very concerned about treating
people with AIDS, and in some cases they have refused to do so (Johns Hopkins
University, 1986).
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Education programs for health workers are underway in many countries. In
the U.S., local AIDS organizations have given in-service training to health workers
in hospitals and extended care facilities and have prepared pamphlets for health
care providers. The American Medical Association (AMA) is conducting seminars
for physicians in medical and health care aspects of AIDS, controversies over
antibody screening and financial consequences (Johns Hopkins University, 1986).
Regardless of how it is contracted, AIDS is an expensive disease to treat,
AIDS patients require several hospital stays during the course of the illness.
Treatment is expensive because of staff training requirements, costly supplies,
intensive nursing care and counseling and strict infection control procedures. The
Public Health Service said the cost of treating AIDS patients may reach $8 billion to
$16 billion by 1991, or 1.2% and 2.4% of the $650 billion that will be spent on
healthcare in five years. Hospitals lose money by treating AIDS patients
(McLaughlin, 1986).
The financial strain results partly because AIDS strikes many young adults
who generally have little or no savings to pay for large medical bills. The average
hospital bill per patient for the first 10,000 cases of AIDS is more than $140,000,
the Centers for Disease Control stated. Hospitals that treat AIDS patients who have
good insurance coverage should experience relatively few financial problems, some
industry experts said. However, hospitals are treating many AIDS patients who are
medically indigent, according to government and industry reports (McLaughlin,
1986).
AIDS patients who have exhausted their financial resources often turn to
Medicaid to pay their medical bills. Hospitals suffer when Medicaid pays an AIDS
patient’s bills, however. The reimbursement rate for care paid by Medicaid may be
as much as 60% less than actual cost of treating AIDS patients, according to a
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recent report. Most AIDS patients cannot qualify to have care reimbursed by
Medicare because it requires a two-year waiting period before benefits can be
collected for disabling conditions. Most AIDS patients die before they become
eligible for Medicare, experts said (McLaughlin, 1986).
Still, there is hope as hospitals and health care providers continue to seek a
solution for AIDS. For example, medical professionals are learning how to treat
patients more efficiently and reduce costly stays in acute care hospitals. Experts
attribute some communities’ success to the availability of alternative care facilities
and community support services. But in other communities, hospital executives
complain there are few hospices, nursing homes or other facilities that are able or
willing to take AIDS patients when hospital care in unnecessary (McLaughlin,
1986).
Some federal legislation has been proposed-and some passed-to help carry
the burden of health care payments for underinsured and uninsured persons. The
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), for instance, in
many cases extends by 18 months, health coverage for persons who have lost their
jobs and for their dependents. But, according to the National Academy of Sciences,
this is not enough. For example, many programs (of both insurance companies and
public assistance) have exclusions that will not pay for care a patient receives while
undergoing experimental therapy or for community based programs such as home
care (National Academy of Sciences, 1987).
Public opinion, as outlined in the nationwide survey conducted in October,
1986, for Hospitals Journal by SRI Gallup, suggests that hospital administrators
must no longer fear the threat of AIDS, but, rather, take the lead in teaching their
communities about the disease. Hospitals that take the first educational initiatives
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will be viewed as leaders in research. Ultimately, a more favorable image in the
community will result (Sternberg, 1987).
AIDS and Physicians
The physician has long been highly regarded in American society. In one
classic survey, the public ranked physicians second in prestige only to Supreme
Court Justices, placing them ahead of dozens of other occupations such as bankers,
state governors, members of Congress, and authors. Part of the traditionally high
prestige of doctors no doubt stems from respect for their learning and the income it
commands, but much of the prestige is probably also the result of the doctor's
established image as nurturing helper, healer and confidant. In more recent years,
however, the public has come to realize that physicians (as medical students) chose
their career out of motives more linked to money than compassion. The Harris Poll
found that those persons with a great deal of confidence in the medical profession
had dropped from 73% in 1966, to 43% in 1977 (Robertson, 1980).
Despite the fact that physicians were once extremely highly regarded; and
concurrent with the fact that persons now attribute more human-like qualities to
physicians, it is conceivable and understandable that physicians suffer from the
same prejudices, stereotypes and insensitivities as lay persons do. This is evident in
the results of two studies conducted which explored the attitudes, beliefs and
practices of physicians who might encounter patients infected with HIV or at
potential risk for exposure to HIV.
The first study surveyed a random sample of physicians in three large cities,
located in three different regions of the country. The purposes of this experimental
investigation were to: determine whether physicians negatively stigmatize patients
with AIDS and patients with gay lifestyles; assess the nature of physicians’ attitudes
29
toward these patient groups, and suggest areas where increased knowledge and
sensitivity to the lifestyles of AIDS at-risk persons are needed (Kelly, St. Lawrence,
Smith, Hood, and Cook, 1987).
Results of the study showed clearly that physicians had negative biases and
attributions related to AIDS patients. Physicians reported much less willingness to
interact with an AIDS patient, even in casual contexts, such as conversation.
Although patients with AIDS were viewed as experiencing pain, they were also
considered more responsible and deserving of illness, and less deserving of
sympathy, than leukemia patients (to whom AIDS patients were compared) (Kelly
et al., 1987).
Physicians’ attitudes concerning AIDS patients carry important health care
ramifications. Judgmental, negative attitudes of the kind covered in this study,
indicate that many physicians experience discomfort interacting with AIDS patients
which can interfere with the development of a positive, constructive, and open
doctor/AIDS patient relationship (Kelly et al., 1987).
The second study was a comparison of two random telephone surveys (1984
and 1986) of practicing physicians throughout the State of California, to determine
their AIDS-related experiences and competencies. The physicians were asked about
their practices with regard to sexual history-taking, their knowledge of the AIDS-
related complex (ARC) and screening tests, particularly their awareness of the
importance of the specificity of these (i.e., the number of false positive results that
might be generated by their use). Other questions probed their approach to a
diagnostic work-up for AIDS-related disorders, their knowledge of risk factors and
their counseling practices (Lewis, Freeman, and Corey, 1987).
The results indicated that a majority of those interviewed lack the AIDS-
related knowledge and skills required to carry out their ideas in dealing with AIDS.
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Competency was associated with physicians’ personal-professional characteristics
and their level of discomfort in dealing with homosexuals. There was evidence of
the effect of physicians’ biases on their clinical competence in dealing with AIDS-
related disorders (Lewis et al., 1987).
A significant portion of primary care physicians throughout California cannot
be expected (on the basis of the findings of this study) to appropriately diagnose,
counsel, or refer patients at high risk, or provide adequate advice and reassurance
to their patients who are not at risk but simply alarmed about the prospect of
acquiring AIDS (Lewis et al., 1987).
Finally, the comparison of the AIDS-related experience of physicians
practicing in small communities with those in large metropolitan areas illustrates
the generalized distribution of concerned patients of the population at risk and
AIDS-related disorders (Lewis et al., 1987).
A major conflict surfacing time and time again for the physician treating a
person with AIDS is the issue of confidentiality. Newly graduated physicians
solemnly affirm the Hippocratic Oath, but soon after are faced with a threat to the
primacy of medical confidentiality. This comes from the view that, in a public
health crisis (AIDS), the privacy of an infected person must be subordinated to the
rights of others (Sternberg, 1987).
One position holds that those persons who have a legitimate interest in
knowing an individual’s antibody status are those who might be harmed (i.e.,
sexual or drug-using partners), and should therefore be told by the physician. The
opposite view of disclosing one’s antibody status is said to discourage, rather than
encourage, control of the AIDS epidemic. It deprives people of basic human rights
and dignity without any public health benefits (Sternberg, 1987).
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Unfortunately, even without the special problems of AIDS, confidentiality is
one of the weakest parts of the medical system. Giving cause to worry, is the casual
attitude of many health care workers and physicians toward the information they
guard. This problem is especially severe in small communities where patients and
staff are more likely to know each other than in large, impersonal urban medical
centers (Sternberg, 1987).
THEORETICAL FRAMEWORK
Since the emergence of AIDS in 1981, extensive research and investigative
works have been conducted surrounding all aspects of this deadly disease. Perhaps
the least has been documented on the attitudes of the common health care
professional, which this study attempts to do.
As previously presented in the AIDS and Physician section of the Review of
Literature, there have been two studies reported which deal specifically with
physicians and AIDS. A random sample of physicians in three American cities that
fall in the mid-range of AIDS prevalence, has indicated significant negative bias
against AIDS patients. Reported in the July issue of the American Journal of Public
Health, psychologists from the University of Mississippi Medical Center found that
the AIDS diagnosis carries a significant emotional charge among many physicians
surveyed, and may well interfere with positive, open physician/patient relationship.
The authors suggest that, in addition to training in the medical aspects of AIDS
prevention, diagnosis and treatment, it appears important to provide physicians
with training and assistance regarding their own attitudes about lifestyle issues that
influence the health of gay patients (Applebaum, 1987).
In the second study, a majority of primary care physicians in California
surveyed by a team of UCLA investigators showed a lack of AIDS-related knowledge
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and skills. Statewide, almost 80% of responding physicians said they have patients
who have expressed concern about AIDS, and 67% stated they have patients at risk.
Responding to a detailed list meant to gauge their AIDS-related behavior and
knowledge, 65% failed to routinely inquire about patients’ sexual orientation, and
44% knew no more than three symptoms of ARC. The survey also showed that
44% failed to include AIDS as a differential diagnosis when presented with a clear
case in which such a diagnosis should have been considered. Some improvements
in key measures of competence were noted among Los Angeles physicians compared
with a 1984 study. Adding further to what the researchers describe as a disquieting
picture was the finding that 32% of the sampled physicians expressed moderate or a
good deal of discomfort toward homosexual patients. The results were published in
the July edition ofAmerican Journal ofPublic Health (Applebaum, 1987).
The American Medical Association’s (AMA’s) Board of Trustees reported a
Summary of Prevention and Control. According to this report, they recognize that
the importance of responding sensitively, intelligently, effectively is a crucial health
problem facing the nation. Underlying their recommendations is an overriding
concern for judicious balance between the well-being of the HIV positive patient
and the protection of the public health. Education is the major weapon against the
spread of HIV infection, and physicians should assume leadership role in educating
themselves, their patients, and the public (Applebaum, 1987).
The model used for control of other sexually transmitted diseases (STD’s),
including syphilis and gonorrhea, is not entirely applicable to AIDS. Reason: since
there is no cure for AIDS, those infected with the virus must be sexually isolated
from uninfected persons; also, stigma that accompanies AIDS diagnosis, based on
society’s fear of homosexuals and IV drug abusers, presents a factor beyond control
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of the infected individual or medical treatment. Citing the need for a national
policy on AIDS, the report offered the following 17 recommendations:
1. A Commission should be constituted from among the Executive, Congress,
state and local governments and private sector.
2. Communications industry must develop voluntary guidelines for public service
advertising regarding AIDS, in consultation with health care community and
government. First step must include massive education effort for physicians
and other counselors.
3. A conference should be held immediately, with representation by AMA, other
physician organizations and public health officials to determine policy on such
issues as types of education and training that are necessary; current resources
available for education and training; and alternate measures to prevent spread
of AIDS where education and testing are not effective.
4. Tests for AIDS virus should be readily available to all who wish to be tested
BUT, except for limited categories listed in Recommendation #5, mandatory-
testing should not be broadly extended.
5. Testing should be mandatory for blood and blood fraction donors, organs and
other tissues intended for transplantation, donors of semen or ova collected
for artificial insemination or in vitro fertilization, for immigrants to the U.S.,
for prison inmates, and for military personnel.
6. Voluntary testing should be provided for patients at STD clinics, patients at
drug abuse clinics; pregnant women in high risk areas, individuals from high
incidence areas, or who engage in high-risk behavior and who seek family
planning services; and patients from areas of high AIDS incidence, or who
engage in high risk behavior requiring surgical or other invasive procedures.
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7. Physicians should encourage voluntary HIV testing for those whose history or
clinical status warrant the measure.
8. Individuals found to be seropositive should be reported to appropriate public
health officials on an anonymous or confidential basis, but with enough detail
to be epidemiologically significant.
9. Patients should be counseled before AIDS tests on effective risk avoidance
behaviors.
10. Patients found to be seropositive should be counseled regarding prevention of
disease spread; health protection with a compromised immune system;
necessity of alerting sexual contacts, both present and over past 10 years.
11. Patients should knowingly and willingly give consent before a voluntary test
is conducted.
12. Public funds should be sufficient to provide tests and counseling for AIDS,
conduct research for cure and vaccine development, evaluate efficacy of
counseling and education programs, assist in care of AIDS patients who
otherwise cannot afford it.
13. Anti-discrimination laws must be clarified or amended to cover persons
testing positive for AIDS antibodies.
14. Model confidentiality laws must be drafted, to encourage as much uniformity
as possible in protecting identity of AIDS patients and carriers, except where
public health requires otherwise.
15. A national study must be undertaken immediately to determine prevalence
and conversion rate in the U.S. population, and repeated at intervals to gauge
the spread of the disease.
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16. Statutes must be drafted to provide a method for warning unsuspecting sexual
partners; protect physicians from liability for failure to warn unsuspecting
third parties, establish standards for when a physician should inform public
health authorities, and provide guidelines for public health authorities who
need to trace unsuspecting sexual partners of an infected person.
17. Serious consideration should be given to applying sanctions, but not
preemptively, to situations in which an unsuspecting sexual partner
subsequently learns of a partners infection and registers a complaint with
authorities. (Applebaum, 1987)
It is evident that the AMA, as do other professionals, value the concept of
counseling seropositive patients, AIDS/ARC patients and persons about to take an
AIDS test. Finding that referring seropositive and AIDS patients by physicians to
psychiatrists, psychologists and other trained counselors is often not practical, the
medical director of a county sexually transmitted disease clinic has set forth a plan
for the treating clinician that she says can bridge the gap between diagnosis and the
time at which referral to specialized counseling becomes necessary (Applebaum,
1987).
Dorothy T. Magallon, MD, writing in the June 1987 issue ofMedical Aspects of
Human Sexuality, says a first concern is to assure the patient of his right to privacy,
while urging contact notification if and when appropriate. Reenforcing valid
information and correcting inaccurate beliefs-for example that a positive antibody
test always means progression to AIDS--is stressed for physicians in order to help
the patient reduce negative speculation and retain a belief in his or her control over
health to some fair degree. Educating the patient, Megallon writes, includes
providing information about related viral infections and measures to help protect
the patient’s immune function. Instructing the patient involves explaining HIV
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transmission in detail and clarifying the patient’s responsibility to others.
Conversely, Megallon says it is important to disabuse the patient about beliefs
concerning casual transmission that have no bases in fact. The author describes the
next counseling step as helping the patient maintain physical health, high
nutritional standards, suitable exercise, stress reduction (counseling about which
may well require referral to specialists), rest, and avoidance of alcohol and drugs.
Emphasizing the importance of discussing safe sexual behavior, Megallon writes of
the need for frank and detailed discussion supported with useful published
materials (Applebaum, 1987).
There has been an increase in the documentation presented, especially by
physicians and other health care professionals regarding the role they must play in
the fight against this epidemic. Accordingly, health care professionals and
organizations are considered the authority figures in this fight and must not let
prejudicial attitudes or biases affect their treatment of AIDS patients.
DEFINITION OF TERMS
Significant terms used throughout this study are defined below to provide the
readerwith clear and consistent terminology:
Health Care Professionals - Health care professionals are limited to primary
care attending physicians and medical residents, and registered and licensed nurses
(who have continuous, direct patient care). It does not include other health care
professionals (i.e., laboratory and radiology technicians and other hospital support
staff.
Attitudes - The state of mind or feeling with regards to AIDS.
AIDS Disease - The usually fatal disease that is caused by the HTLV-III virus
which is responsible for a breakdown in the body’s immune system, leaving the
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victim susceptible to illness the body can nonnally fend off. For the purpose of this
study, a range of illness associated with AIDS, called AIDS Related Complex (ARC)
are included.
AIDS Patients - Those persons who are diagnosed by physicians as having AIDS
disease.
Treatment - Two definitions of treatment have been employed: (a) the act or
manner in which one behaves towards AIDS patients, and (b) the application of
remedies with the object of effecting a cure. The application of remedies consists
mainly of fighting the specific infections that take advantage of the immune
deficiency. These experimental treatments aimed again HIV include: (1) drugs
intended to keep the virus from multiplying (antiviral drugs); (2) drugs and other
treatments to restore the damaged immune system; and (3) combination of both.
Drugs used in treatment include azidothymidine (AZT) and ribavivin (these two are
most promising); also ansamycin, cyclosporine A, alpha interferon, ampligen,
pentamadine and dideoxcytidene (a relative of AZT). Rare treatments include:
bone marrow transplants from an identical twin, along with previous lymphocyte
transfusions and treatment with suramin. Combining antiviral treatment with
immune repair of replacement may eventually offer better results, if treatment can
be started before the virus has caused severe damage.
Antibody - Protein molecules that are produced and secreted by certain types of
white ceils in response to stimulation by an antigen.
Kaposi’s Sarcoma (KS) - A tumor of the walls of blood vessels; rapid and
frequently fatal in its course; one of the major illness associated with AIDS.
Pneumocystis Carinii Pneumonia (PCP) - A lung infection seen in innumo-
suppressed people. It is caused by a protozoa present almost everywhere, but
which is normally destroyed by healthy immune systems. It is airborne. Once a
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person develops PCP, they are susceptible to reoccurrence of the disease and the
outcome is often fatal. PCP is the primary illness associated with AIDS.
STATEMENT OF THE HYPOTHESIS
Null Hypothesis: There is no significant relationship between health care
professionals’ attitudes regarding AIDS and their
knowledge of AIDS/treatment of AIDS patients.
Research Hypothesis: There is a significant relationship between health care
professionals’ attitudes regarding AIDS and their
knowledge of AIDS/treatment of AIDS patients.
In summarizing the literature that has been reveiwed, it is evident that there
is much information available on the physical (medical) and psychological aspects
of AIDS. Pertinent to this study were the relevant issues that relate to AIDS;
namely, its effects on the health care industry, physicians and minorities. Also
important to note was the American Medical Association’s recommendations for the
prevention and control of AIDS, in addition to the two studies reported in the July,
1987 issue of the American Journal ofPublic Health, which deal specifically with the






A research design is the plan, structure and strategy of investigation which
seeks to obtain answers to various research questions.
The most appropriate type of study, as was utilized in this case, is the cross-
sectional survey design. This particular design involves the collection of data to
determine if there is a relationship between two or more quantifiable variables.





R Random sample of the population
Administration of independent variable
Observation of dependent variable
Sarrtplipg
The population from which the sample was drawn included all active status
physicians with admitting privileges at Southwest Hospital and Medical Center, and
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all day-shift nurses (Registered nurses and Licensed Practical Nurses), on all patient
care units. Administrative nurses were excluded. Convenient sampling techniques
were utilized due to the availability of the population.
Southwest Hospital and Medical Center is a 130 bed community based, non¬
profit, predominantly Black hospital, located in southwest Atlanta, Georgia. It had
approximately 330 full-time employees, of whom 146 were nurses. There were
approximately 209 physicians on staff (100 on active staff); and there was an
average daily census of 60 patients. Of the 100 questionnaires distributed, 72 were
returned, realizing a 72% return-rate.
Data Collection Procedure
A questionnaire designed by the researcher was self-administered. It
contained 25 questions utilizing the Likert-type scale. The responses ranged from
strongly disagree to strongly agree.
Information was obtained on the health care professionals’ background (i.e.,
years in professional practice, area of specialty, age, etc), their AIDS-related
practice experiences, their attitudes regarding homosexuals, and IV drug abusers,
their degree of discomfort felt in treating persons suspected or known to carry the
HTLV-III virus, their knowledge of the symptoms, treatment, testing of AIDS and
AIDS patients, etc.
In terms of reliability, the instrument is new, and was not pre-tested; but was
constructed consistent with the literature reviewed It is believed that the
instrument measured what it was intended to measure (i.e., health care




The SPSSX Batch System was adopted for data analysis; utilizing Chi-Square
to test the hypothesis (i.e., to measure the degree of relationship between attitudes
of health care professionals regarding AIDS and their knowledge of AIDS and their
treatment of AIDS patients). Other descriptive statistics (e.g., mean, standard




The results of this study are shown in the Appendices (Tables 3 through 30).
Tables 4 through 9 indicate that of the 72 health care professionals that responded
to the survey, 29 (40.3%) were physicians, 10 (13.9%) were medical residents, 21
(29.2%) were registered nurses (RNs), and 12 (16.7%) were licensed practical
nurses (LPNs). Respondents ranged from 20 to 60+ years in age, with most
between the ages of 30-39. Sixty-seven (93.1%) were classified as Black, 1
(1.47%) as white, 2 (2.8%) Hispanic, and 2 (2.8%) classified as other. Thirty-three
(45.8%) were male and 37 (51.4%) were female. Approximately 3% did not
respond to this question. Respondents’ years of experience varied from less than
five to over 30 years, with most (22 or 30.6%) having between 11 and 20 years of
professional experience. Most physicians/residents responding (14 or 19.4% of
total respondents - including nurses), classified family practice as their area of
specialty.
A chi-square analysis shows that a significant relationship does exist between
the attitudes of health care professionals towards AIDS and their knowledge about
AIDS/treatment of AIDS patients (chi-square = 57.8, prob. < .001, d.f. = 4), thus
supporting the research h5q)othesis and rejecting the null hypothesis; namely, that
there is no significant relationship between health care professionals’ attitudes
towards AIDS and their knowledge about AIDS/treatment of AIDS patients.
Table 3 clearly shows by cross-tabulation of attitudes about AIDS (Table 4),
and knowledge of AIDS/treatment of AIDS patients (Table 5), that those health
care professionals (35 or 48.6%) with the most favorable attitudes towards AIDS,
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also have the most knowledge about AIDS and provide the best treatment for their
AIDS patients.
In reviewing Tables 4 and 5, there is clearly a more equal distribution of
health care professionals responses relative to their attitudes about AIDS (i.e.,
unfavorable - 21 or 29.2%; and favorable - 35 or 48.6%), as opposed to the more
unbalanced distribution of responses relative to their knowledge of AIDS/treatment
of AIDS patients. That is, 7 or 9.7% had insufficient knowledge/treatment, and
there were 50 or 69.4% with sufficient knowledge/treatment.
In attempting to ascertain health care professionals’ attitudes about AIDS and
persons at risk for AIDS, information was gathered on their degree of discomfort in
treating homosexuals and IV drug abusers (not necessarily diagnosed with AIDS -
see Tables 12 and 13). Thirty-six persons (50%) felt comfortable in treating both
high-risk groups,with the same degree of discomfort felt in treating both
homosexuals and IV drug abusers.
Table 14 depicts most respondents, 50 (69.5%), feeling that AIDS patients
have at least some responsibility for their illness, and Table 13 indicates that most
respondents, 41 (57%) rejected quarantining of AIDS patients.
Eighteen (25%) of the health care professionals disagreed,with 16 (22.2%)
strongly disagreing, that AIDS patients who were infected via blood transfusions or
maternally, deserve more S5mipathy than those persons infected via risky sexual
behavior or IV drug abuse. Of interest to this researcher however, was the large
percentage (52.7%) or 38 persons, who felt that AIDS patients infected via the first
two methods mentioned actually did deserve more sympathy than did those persons
infected via the latter two methods (Table 16).
Most health care professionals, 41 (57%) were not hesitant about interacting
with an AIDS patient in a casual context (e.g., conversations). However 43% (or
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31 respondents) were at least somewhat hesitant about simply talking to an AIDS
patient, even though there was no risk for infection (Table 17).
The majority (39 or 54.2%) of the professionals interviewed agreed that all
persons are at some risk for AIDS, even if they are not homosexual or IV drug
abusers (Table 18). Table 19 undisputably shows that 58 or 80.5% of the
respondents agreed that all AIDS patents deserve the best medical care possible,
with 14 professionals (19.5%) disagreing with this premise.
Most health care professionals (39 or 54.1%) indicated their preference was
not to treat/care for AIDS patients (Table 20), with Table 21 actually depicting the
number of AIDS patients treated/cared for by these health care professionals (i.e., 8
persons (11.1%) had never treated an AIDS patient, 35 (48.6%) physicians/nurses
have treated between 1-5 AIDS patients, 17 (23.6%) have treated between 6-10,
and 12 (16.7%) have treated over 11 AIDS patients).
In an effort to determine the health care professionals’ knowledge about AIDS
and the treatment used on AIDS patients, the following information was gathered
in nine areas (Tables 22-30, respectively). Sixty-one persons (84.7%) reported
receiving education/inservices on AIDS; 42 (58.4%) provide counseling or make
appropriate referrals for counseling for their AIDS patients; 49 (68.1%) have
knowledge of the appropriate screening tests for antibodies to HIV; 46 (63.9%)
were at least somewhat familiar with the four most common treatments and their
effects on the HIV and its malignant complications; only 2 (2.8%) had no
knowledge of the AIDS risk factors, with only 2 (2.8%) having very little
knowledge of the AIDS symptoms; 7 (9.7%) had no/very little knowledge of the
symptoms of AIDS Related Complex (ARC); 9 (12.5%) were not familiar with the
diagnostic work-up of a suspected AIDS patient and 24 (33.3%) were only
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somewhat familiar; and finally, only 8 (11.2%) never were interested/inquired as




Demographically, the respondents in this study represented the entire
spectrum of age, sex, race, profession, years of experience and area of speciality.
Perhaps the most noticeable and significant imbalances occuired in the categories of
race and area of speciality. In that Southwest Hospital is a predominantly Black
institution with a Family Practice Residency Program affiliated with the hospital, it
is only natural that the majority of respondents were Black with family practice as
their concentration.
In analyzing the results of this study, it is clearly evident that those health
care professionals with the most favorable attitudes regarding AIDS also had the
most knowledge about AIDS and offered the best treatment to their AID patients.
The findings in this study are consistent with the findings of the two studies
previously mentioned, which investigated physician’s stigmatization of AIDS
patients (Kelly et ah, 1987) and tested the AIDS-related competence of physicians
(Lewis et al., 1987).
While 70% of health care professionals surveyed, had favorable attitudes
regarding AIDS, and appeared to have sufficient knowledge/treatment of their AIDS
patients, it was still disquieting to see the significant percentage of those persons
we look to for our health care, that have negative attitudes and insufficient
knowledge/treatment of AIDS.
For instance, 18% of respondents favored quarantining all AIDS patients,
which can only serve to further discriminate against this population, a
disproportionately significant amount whom are Black. Also, anticipated but
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noteworthy, was the large percentage of respondents who were hesitant about
interacting with an AIDS patient in a highly casual context (e.g., conversation),
despite the fact that there was no risk for HIV infection. This indicates that many
health care professionals are still not convinced that the AIDS virus is transmitted
via blood and blood products.
Still other respondents, again not the majority, felt that AIDS patients did not
deserve the best medical care possible, and some felt that not all persons were at
some risk for AIDS. A large percentage of respondents felt that the method of
transmission of the AIDS virus determined the amount of sympathy an AIDS victim
deserved.
Interesting to this researcher, the same amount of respondents (50%) felt as
much discomfort in treating homosexuals, as did those treating IV drug abusers
(neither necessarily diagnosed with AIDS). Based upon experience, a more
"homophobic" attitude was expected (although 50% reporting discomfort in this
area is clearly indicative of this attitude).
These attitudes are disturbing, as increasing numbers of AIDS patients are
diagnosed and it is the health care industry that the general population turns to for
information, support and confidence.
The vast majority of respondents were familiar with the symptoms, risk
factors and treatment of AIDS. In addition, counseling was provided and inquiry
into patients’ sexual orientations/history of IV drug abuse were made in most cases.
However, health care professionals will need to seek continuing education on AIDS
and provide more appropriate treatment (as becomes available) and counseling to
their patients.
It is quite understandable that the majority of health care professionals
responding preferred not to treat/care for AIDS patients. However, it is this
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researcher’s belief that a decision to work in this area of human service precludes
choices in the population or disease one works with. There is no denial that health
care workers are at a more potential risk for exposure than perhaps others who do
not have direct exposure to blood/blood products; however, several studies on the
risk of health care workers acquiring HIV in health care settings (as of June, 1987)
have been conducted, studying over 2,000 of these workers. Less than 1% tested
positive for the AIDS virus, with all either falling into a high-risk group for
contraction of the AIDS virus, or had direct contact of a skin lesion with blood from
infected patients, while not observing recommended barrier precautions (Centers
for Disease Control, 1987).
Public attitudes towards AIDS represent primarily a social issue. However,
physicians and other health care professionals’ attitudes concerning AIDS patients
carry important health care ramifications. If health care professionals continue to
foster negative, judgmental and biased views towards AIDS and the persons at
highest risk, there cannot help but be a profound, equally negative effect on the
treatment these persons receive. Physicians and other professionals who never
expected to see persons with AIDS will do so in the future, as increasing numbers of
patients with AIDS or ARC seek medical assistance.
It is unrealistic to assume that all physicians will have equally positive
attitudes toward all patients. If is also equally unrealistic to assume that AIDS
patients are viewed nonjudgmentally by health care professionals. In addition to
training in medical aspects of AIDS prevention, diagnosis and management, it will
be important for health care professionals who are and will soon be treating AIDS-
affected patients to examine their own attitudes towards these persons, become
knowledgeable about lifestyle issues that influence the health of gay and IV drug
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abuser patients, and be sensitive to the stigmatization that AIDS patients too often
face (Kelly et al., 1987).
LIMITATIONS OF THE STUDY
The study, to determine the effect that health care professionals’ attitudes
regarding AIDS has on their knowledge of AIDS and their treatment of AIDS
patients, was confined to a small, community-based, minority hospital. It is hoped
that the responses obtained are representative of the larger health care industry;
although, it is recognized, that responses may vary in a larger, urban, racially mixed
(or even predominantly white) hospital. Therefore, the very nature of this setting
provides limitations to the study. Also, significant is the fact that most respondents
had very little known professional contact with AIDS patients.
Also, proving limiting, is the testing apparatus (i.e., the questionnaire), as it
relates to the administration, responsiveness, misinterpretation of questions and
return-rate. Perhaps the most limiting aspect would be the dependent variable
treatment, as there is currently no effective treatment for AIDS itself.
SUGGESTED RESEARCH DIRECTIONS
A comparison study between the respondents in this study and their white
counterparts in a similar setting would prove highly volatile but interesting. In
addition, research on quality of care and competence in treating AIDS patients (two
areas where there is little information) would also be highly significant.
An increasing number of articles are being written by non-physician health
care professionals concerning their feelings about treating AIDS patients. Perhaps
additional research on non-physician health care professionals’ attitudes and
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treatment concerning AIDS is in order; a comparison between physicians and non¬
physicians would be appropriate, as this was not attempted in this particular study.
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CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
Interventive social work roles and strategies toward comprehensive
biopsychosocial services must be integrated into the health care system and
ultimately, implemented for use with this patient population. Cultural aspects
should be considered in attempting to deliver appropriate and needed services, as
clients represent all areas of society (i.e., homosexuals, IV drug abusers, criminals,
homeless, wealthy, children. Blacks, Hispanics, etc.). However, because each
individual is different, knowledge of culture, lifestyles, stress points, and the impact
of external systems on each particular minority group must not negate the need to
understand the individual and his/her special situation. In other words, it is not
believed that just because a person is, for example, a drug abuser and is diagnosed
as having AIDS, there are no specific differences within the population (Caputo,
1985).
The person with AIDS has many medical, social and emotional complications
that make the patient, family and others constantly vulnerable to crises. The way in
which health care professionals, patients and families cope with these pressures
affects not only adjustment but also the patients’ survival.
The National Association of Social Workers, in a policy statement dated
September 1984, suggested that the psychosocial impact of AIDS is similar to that
of other life-threatening illnesses. Anxiety; depression; concern about body image;
finances; and loss of control; and a confrontation with morality are among the
feelings and critical issues faced by persons with AIDS. In addition, all individuals
with AIDS and many of those closely associated with them have experienced
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extreme rejection and isolation due to the public’s fear of contamination (Caputo,
1985).
It is extremely important for social workers to realize that although the least
has been documented on the IV drug abuser with AIDS, who is perhaps the poorest
population with this disease; there is inadequate support and treatment services for
this group, as well as for gay men (the largest affected group) who many
mistakenly believe have the medical, financial and social support necessary in the
fight against AIDS.
Social workers should also be aware that those persons with AIDS, especially
those with substance abuse disorders may also have pre-existing personality and
affective disorders with concomitant impairment in social functioning. A
practitioner who is designated to deliver services to AIDS patients (especially those
who are chemically addicted) must be fully aware of federal, state and local
regulations concerning treatment services. Substance abusers should be refined to
specialized treatment centers for assistance with the abusing disorder, as it is
extremely difficult to deal with coping mechanisms for AIDS, while the client is
dealing with a chemical deficiency (Caputo, 1985).
Social workers take on many roles in working with AIDS patients. They are
educators, as they provide the AIDS patient with current information necessary for
coping with the diagnosis, in addition to providing families, hospital staff, outside
agency personnel, etc. with educational services. As an advocate, the social worker
speaks for the patient by presenting and arguing the patients’ cause, to the extent
that the patient is unable to do so. The mediator attempts to resolve disputes or
conflicts between the patient and other persons/organizations (e.g, the social
worker may serve as mediator between a homeless AIDS patient and their fearful
family). The social broker steers the patient toward existing services that are aware
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of the facts about AIDS and can be of benefit. The enabler and counselor take on
these roles when their intervention activities are directed toward assisting patients
to find the coping strengths and resources within themselves (Caputo, 1985).
Social workers, like other professionals who work with AIDS patients are at
risk for emotional distress. It is inevitable that providers working with AIDS
patients will at times experience fear, frustration, anxiety, discomfort, and many
other feelings as the AIDS crisis grows. Time must be set aside to discuss these
issues, otherwise symptoms of distress will develop rapidly.
Social workers and other helping professionals must begin to take an active
role in seeking solutions to the complex problems that AIDS presents to individuals
and our society. Accurate information about AIDS, its treatment and available
medical, financial, and psychosocial resources should be widely disseminated to
reduce phobia and stigmatization of these in high-risk groups; and to ultimately
eliminate the need for the term high risk group, as it becomes increasingly clear that
we are all at risk for this deadly disease.
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Table 3. Cross-Tabulation of Healthcare Professionals' At¬
titudes Concerning AIDS and Their Knowledge of
















Little 9 6 0 15
Treatment/ 60.0 40.0 20.8
Knowledge 56.3 28.6
12.5 8.3
Sufficient 0 15 35 50
Treatment/ 30.0 70.0 69.4
Knowledge 71.4 100.0
20.8 48.6
Column 16 21 35 72
Total 22.2 29.2 48.6 100
N = 72
Statistics for Table Cross-Tabulation
Statistic Value Sianificance D.F.
Chi-Square 57.85715 0. 0000 4
Other Statistics Value Sianificance
Cramer's V 0.63387
Contingency Coefficient 0.66749
Kendall's Tau B 0.75040 0.0000
Kendall's Tau C 0.60880 0.0000
Pearson's R 0.80770 0.0000
Gamma 1.00000
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Table 4. Healthcare Professionals' Attitudes About AIDS.






Attitudes 1.00 16 22.2 22.2 22.2
Somewhat Unfavorable
Attitudes 2.00 21 29.2 29.2 51.4
Favorable
Attitudes 3.00 35 48.6 48.6 100.0
72 100.0 100.0
N = 72
Table 5. Healthcare Professionals' Knowledge of AIDS/Treat-
ment of AIDS Patients.
Value Label
Valid




Treatment/Knowledge 1.00 7 9.7 9.7 9.7
Little
Treatment/Knowledge 2.00 15 20.8 20.8 30.6
Sufficient




Table 6. Healthcare Professionals by Race.





White 1 1 1.4 1.4 1.4
Black 2 67 93.1 93.1 94.4
Hispanic 3 2 2.8 2.8 97.2
Other 42 2.8 2.8 100.0
72 100.0 100.0
N = 72
Table 7. Healthcare Professionals by Sex.





Male 1 33 45.8 45.8 45.8
Female 2 37 51.4 51.4 97.2




Table 8. Healthcare Professionals by Age.





20-29 1 13 18.1 18.1 18.1
30-39 2 24 33.3 33.3 51.4
40-49 3 18 25.0 25.0 76.4
50-59 4 13 18.1 18.1 94.4
60-Above 5 4 5.6 5.6 100.0
72 100.0 100.0
N = 72
Table 9. Healthcare Professionals by Specific Profession.





Physician 1 29 40.3 40.3 40.3
Registered Nurse 2 21 29.2 29.2 69.4
Licensed Practical
Nurse (LPN) 3 12 16.7 16.7 86.1




Table 10. Healthcare Professionals by Years of Experience.





Less than 5 1 16 22.2 22.2 22.2
6-10 2 13 18.1 18.1 40.3
11-20 3 22 30.6 30.6 70.8
21-29 4 12 16.7 16.7 87.5
30-Above 5 7 9.7 9.7 97.2
7 2 2.8 2.8 100.0
72 100.0 100.0
N = 72
Table 11. Healthcare Professionals by Area of Specialty.





Nursing 0 35 48.6 48.6 48.6
Internal Medicine 1 8 11.1 11.1 59.7
Surgery 2 5 6.9 6.9 66.7
Family Practice 3 14 19.4 19.4 86.1
OB/Gynecology 4 1 1.4 1.4 87.5
Pediatrics 5 3 4.2 4.2 91.7
Orthopedics 6 2 2.8 2.8 94.4




Table 12. Healthcare Professionals Degree of Discomfort in
Treating Homosexuals.





Extremely Comfortable 1 15 20.8 20.8 20.8
Comfortable 2 21 29.2 29.2 50.0
Somewhat Uncomfortable 3 14 19.4 19.4 69.4
Uncomfortable 4 9 12.5 12.5 81.9
Extremely Uncomfortable 5 13 18.1 18.1 100.0
72 100.0 100.0
N = 72
Table 13. Healthcare Professionals' Decree of Discomfort in
Treating IV Drug Abusers.
Valid Cum.
Value Label Value Frequency Percent Percent Percent
Extremely Comfortable 1 15 20.8 20.8 20.8
Comfortable 2 21 29.2 29.2 50.0
Somewhat Uncomfortable 3 19 26.4 26.4 76.4
Uncomfortable 4 7 9.7 9.7 86.1
Extremely Uncomfortable 5 10 13.9 13.9 100.0
72 100.0 100.0
N = 72
Table 14. Healthcare Professionals' Attitudes Concerning
AIDS Patients Responsibility for Their Illness.
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Responsibility 1 8 11.1 11.1 11.1
Almost No
Responsibility 2 14 19.4 19.4 30.6
Some Responsibility 3 30 41.7 41.7 72.2
Responsibility 4 12 16.7 16.7 88.9
Total Responsibility 5 8 11.1 11.1 100.0
72 100.0 100.0
N = 72
Table 15. Healthcare Professionals* Attitudes Concerning the
Quaranting of All AIDS Patients.





Strongly Disagree 1 19 26.4 26.4 26.4
Disagree 2 22 30.6 30.6 56.9
Somewhat Disagree 3 18 25.0 25.0 81.9
Agree 4 8 11.1 11.1 93.1




Table 16. Healthcare Professionals' Attitudes Concerning
Whether AIDS Patients Who Were Infected via Blood
Transfusion or Maternally Deserve More Sympathy
than Those Persons Infected via Risky Sexual
Behavior or IV Drug Abuse.





Strongly Disagree 1 16 22.2 22.2 22.2
Disagree 2 18 25.0 25.0 47.2
Somewhat Agree 3 15 20.8 20.8 68.1
Agree 4 16 22.2 22.2 90.3
Strongly Agree 5 7 9.7 9.7 100.0
72 100.0 100.0
N = 72
Table 17. Healthcare Professionals' Attitudes Concerning
Their Hesitancy About Interacting with an AIDS
Patient in a Casual Context.





Definitely Not Hesitant 1 19 26.4 26.4 26.4
Not Very Hesitant 2 22 30.6 30.6 56.9
Somewhat Hesitant 3 13 18.1 18.1 75.0
Hesitant 4 12 16.7 16.7 91.7




Table 18. Healthcare Professionals* Belief that All Persons
are at Some Risk for AIDS.
Valid Cum.
Value Label Value Frequency Percent Percent Percent
Strongly Disagree 1 4 5.6 5.6 5.6
Disagree 2 11 15.3 15.3 20.8
Somewhat Agree 3 18 25.0 25.0 45.8
Agree 4 22 30.6 30.6 76.4
Strongly Agree 5 12 23.6 23.6 100.0
72 100.0 100.0
N = 72
Table 19. Healthcare Professionals* Belief that All AIDS
Patients Deserve the Best Possible Medical Care.





Strongly Disagree 1 2 2.8 2.8 2.8
Disagree 2 3 4.2 4.2 6.9
Somewhat Agree 3 9 12.5 12.5 19.4
Agree 4 25 34.7 34.7 54.2




Table 20. Healthcare Professionals' Preference Not to Treat/
Care for AIDS Patients.
Valid Cum.
Value Label Value Frequency Percent Percent Percent
Strongly Disagree 1 14 19.4 19.4 19.4
Disagree 2 19 26.4 26.4 45.8
Somewhat Agree 3 17 23.6 23.6 69.4
Agree 4 14 19.4 19.4 88.9
Strongly Agree 5 8 11.1 11.1 100.0
72 100.0 100.0
N = 72
Table 21. Number of AIDS Patients Treated by Healthcare Pro-
fessionals.
Valid Cum.
Value Label Value Frequency Percent Percent Percent
0 1 8 11.1 11.1 11.1
1-5 2 35 48.6 48.6 59.7
6-10 3 17 23.6 23.6 83.3
11-20 4 2 2.8 2.8 86.1




Table 22. Degree of Inservice/Educational Healthcare Profes¬
sionals Received on AIDS.






Education 1 6 8.3 8.3 8.3
Received Little
Education 2 5 6.9 6.9 15.3
Received Some
Education 3 13 18.1 18.1 33.3
Received
Education 4 24 33.3 33.3 66.7
Always Received




Table 23. Degree of Counseling/Appropriate Referrals for
Counseling Made by Healthcare Professionals for
their AIDS Patients.






Counseling 1 15 20.8 20.8 20.8
Provides Little
Counseling 2 15 20.8 20.8 41.7
Provides Some
Counseling 3 10 13.9 13.9 55.6
Provides
Counseling 4 21 29.2 29.2 84.7
Always Provides




Table 24. Healthcare Professionals' Knowledge of the Appro¬
priate Screening Tests for Antibodies to HIV.





Not Knowledgeable 2 9 12.5 12.5 12.5
Some Knowledge 3 14 19.4 19.4 31.9
Knowledgeable 4 20 27.8 27.8 59.7
Extremely Knowledgeable 5 29 40.3 40.3 100.0
72 100.0 100.0
N = 72
Table 25. Healthcare Professionals' Familiarity with the
Four Most Common Treatments and Their Effects on
the HIV and Its Malignant Complications.





Not Familiar 1 11 15.3 15.3 15.3
Very Little
Familiarity 2 15 20.8 20.8 36.1
Somewhat Familiar 3 27 37.5 37.5 73.6
Familiar 4 9 12.5 12.5 86.1




Table 26. Healthcare Professionals' Knowledge of AIDS Risk
Factors.





Not Knowledgeable 1 1 1.4 1.4 1.4
Very Little
Knowledge 2 1 1.4 1.4 2.8
Some Knowledge 3 8 11.1 11.1 13.9
Knowledgeable 4 21 29.2 29.2 43.1
Extremely
Knowledgeab1e 5 41 56.9 56.9 100.0
72 100.0 100.0
N = 72
Table 27. Healthcare Professionals * Knowledge Of AIDS Symptoms





Not Knowledgeable 2 2 2.8 2.8 2.8
Some Knowledge 3 13 18.1 18.1 20.8
Knowledgeable 4 20 27.8 27.8 48.6
Extremely Knowledgeable 5 36 50.0 50.0 98.6




Table 28. Healthcare Professionals' Knowledge of ARC Symptoms.
Valid Cum.
Value Label Value Frequency Percent Percent Percent
Not Knowledgeable 1 2 2.8 2.8 2.8
Very Little
Knowledge 2 5 6.9 6.9 9.7
Some Knowledge 3 18 25.0 25.0 34.7
Knowledgeable 4 22 30.6 30.6 65.3
Extremely
Knowledgeable 5 25 34.7 34.7 100.0
72 100.0 100.0
N = 72
Table 29. Healthcare Professionals' Familiarity with the
Diagnosis Work-up of a Suspected AIDS Patient.
Value Label
Valid
Value Frequency Percent Percent
Cum.
Percent
Not Familiar 2 9 12.5 12.5 12.5
Somewhat Familiar 3 24 33.3 33.3 45.8
Familiar 4 14 19.4 19.4 65.3




Table 30. Healthcare Professionals' Interest/Inquiry into
the Sexual Orientations and/or History of Drug
Abuse of All Patients.







1 4 5.6 5.6 5.6
Very Little
Interest/Inquiry 2 4 5.6 5.6 11.1
Some Interest/
Inquiry 3 18 25.0 25.0 36.1
Interested/
Inquire 4 22 30.6 30.6 66.7
Always Interested/





HOSPITAL AHD MED/CAL CENTER
AffUiaic^ u itb .xtonhouse School of .Urdicine
June 21, 1988
Dear Physician/Nurse;
I am currently an Atlanta University graduate student pursuing a Master's
Degree in Social Work, in addition to being the Social Service Director
at Southwest Hospital and Medical Center.
I am conducting a study on healthcare professionals attitudes, knowledge
and treatment of AIDS and AIDS patients, specific to this institution.
I would appreciate your completion of this questionnaire, whether or not
you have actually ever treated a person with AIDS. All information
received is confidential.
Questionnaires completed by nurses can be given to their respective
charge nurses or left under Social Services door. Questionnaires
completed by physicians can be left in Social Services or with
Ms. Malinda Brown in Medical Records.
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QUESTIONNAIRE





e. Strongly agree1.I am knowledgeable about the risk factors of AIDS,
a. b. c. d. e.
2. I am knowledgeable about the symptoms of AIDS.
a. b. c. d. e.
3. I am knowledgeable about the symptoms of ARC (Aids-Related Complex).
a. b. c. d. e.
4. I am familiar with the appropriate diagnostic work-up of a suspected
AIDS patient.
a. b. c. d. e.
5. I have knowledge of the appropriate screening tests for antibodies to
HIV (Human Immunodeficiency Virus) and am aware of their capacity to
generate false positives.
a. b. c. d. e.
6. I am familiar with the four most common treatments and their effects
on the HIV virus and its malignant complications; AZT (Azidothymidine),
Ampllgen, Pentamidine and Interferon.
a. b. c. d. e.
7. I provide counseling or make the appropriate referrals for counseling
for my AIDS patients.
a. b. c. d. e.
8. I have attended inservices or received education on AIDS.
a. b. c. d. e.
9. Physician: I Inquire routinely about the sexual orientations and/or
history of drug usage of new or regular patients.
Nurses: I am aware that> and take an interest in a patient's sexual
orientation and/or history of drug usage, as they are indicators of
high risk for AIDS.
e.a. b. d.
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e- Strongly agree10.I believe the AIDS patient is responsible for his/her illness.
a. b. c. d. e.11.I believe all AIDS patients should be quarantined.
a. b. c. d. e.
12. I feel uncomfortable in treating/caring for homosexual patients.
a. b. c. d. e.
13. I feel uncomfortable in treating/caring for an IV drug abuser.
a. b. c. d. e.14.I believe that patients who contracted AIDS from a blood transfusion
or from a mother at risk for AIDS deserves more sympathy and under¬
standing than one who contracted AIDS from risky sexual behavior or
drug abuse.
a. b. c. d. e.15.I am hesitant about interacting with an AIDS patient in highly casual
contacts such as conversation or when there is no risk for HIV trans¬
mission, without protection (l.e. gloves, mask, gown, etc.)
a. b. c. d. e.
16. I believe that all persons are at some risk for AIDS, even if they
are not homosexual or an IV drug abuser.
a. b. c. d. e.
17. I believe that AIDS patients deserve the best medical care possible.
a. b. c. d. e.
18. I prefer not to treat/care for an AIDS patient.
a. b. c. d. e.
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Please check only one answer per question.
































d) Other - Specify
25. Number of AIDS/ARC patients ever treated/worked with:
